SUMMARY Twenty four hour blood glucose profiles were compared in two groups of insulin dependent adolescent diabetic patients who were beyond their initial partial remission phase. In the group with persistent endogenous insulin secretion, blood glucose profiles were significantly lower but the difference was small and not reflected in average 24 hour concentrations of glucose nor glycosylated haemoglobin. Endogenous insulin secretion must be considered in studies of metabolic control after the remission period but the effect on overall glucose control is probably clinically unimportant.
The beneficial effect of endogenous insulin secretion on metabolic control in insulin dependent diabetics has been reported.' 2 3 Endogenous insulin may improve metabolic control because it is secreted into the portal vein and may therefore lead to improved effect of insulin on the liver. Most studies include insulin dependent patients soon after diagnosis and suggest that secretion has to be of a degree not commonly seen in adolescents after the partial remission phase. We have therefore studied the effect of the endogenous secretion of insulin after the remission phase on 24 hour glucose profiles in adolescent insulin dependent diabetics.
Patients and methods
The 24 hour metabolic profiles of 28 patients were analysed. Two groups of adolescent insulin dependent diabetics (age range 10-17 years) were compared. All were past their partial remission phase: they did not meet the accepted criteria of an insulin requirement of less than 0-5 U/kg/day and minimal or no glycosuria, and all had had diabetes for longer than two years.4 The patients were recruited from the clinic and were studied before any special attempt was made to improve control. The 10 patients with the highest C peptide excretion formed group A, and the 10 in whom the least was measured formed group B (table) A fasting sample was taken at 08 00 following which the usual morning insulin was given at 08 10. Fasting blood glucose concentrations were considerably raised in both groups and slightly higher in group A, but not significantly so. The mean (SEM) in group A was 17-5 (1.4) mmolI and in group B 16*5 (1-9) mmol/l. The glucose concentration rose to a peak in the mid morning (fig 1) and then dropped, falling faster and further in group A patients. The greatest difference between the groups was during 
Discussion
Residual insulin secretion may be assessed br the C peptide response to tolbutamide,8 glucagon, oral glucose,'(t or a standard meal.9 The importance of residual insulin secretion, however, lies in the effect on blood glucose control during a normal day. We have considered our patients in two groups according to total 24 hour C peptide secretion, although endogenous insulin may be inhibited by low blood glucose concentrations or administration of exogenous insulin." These effects were probably minimal in the group A patients as insulin secretion is maximally stimulated when blood glucose concentrations are greater than 12 mmol/l, and all patients had concentrations greater than this at some time during the 24 hours. The degree to which type 1 diabetics can secrete insulin after remission declines gradually with time and it is not surprising therefore that our patients with less C peptide secretion had had the disease longest'2 although there was no difference in their ages.
Fasting blood glucose concentrations showed equally poor control in both groups at the start of the day. Clearly any help to control given by the small amount of endogenous insulin was of little value and this is a time of difficulty with control.1315
The small but significant effect on blood glucose concentration was most obvious in the afternoon. 
